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ADHD has been estimated to affect between 1 and
20% of children although most estimates range
between 3% and 5%.10,11 Treatment of children with
ADHD begins with making the correct diagnosis and
this is based upon criteria delineated in the Diag-
nostic and statistical manual of mental disorders,
4th ed. (DSM-IV)1 in addition to other clinical factors
that are assessed by the physician.9 When the diag-
nosis of ADHD is confirmed, a combination of beha-
vioural therapy and pharmacological treatment
with stimulants is commonly instituted. Some prac-
titioners and many parents opt to withhold these
stimulant medications during the summer months
when children are out of school and not expected to
perform academically.5
Traumatic injury is a major cause of death and
disability in children. A recent report suggests
that more than 50% of deaths in children between
the ages of 1 and 19 are related to traumatic
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vention programs and the installation of smoke
detectors and sprinklers appear to have decreased
the rate of death due to accidental injury but as
of 1997, trauma continues to be the leading killer
of children in the United States.6 Compared to
21,727 childhood deaths due to injuries in 1979,
11,694 children died due to unintentional injuries
in 1997, a reduction by nearly 50%.6 Despite these
optimistic figures, many children still die or are
seriously injured each year due to preventable
causes.
While automobile safety and injury prevention
programs have clearly improved safety for children,
there may be additional underappreciated factors
that place many children at risk for injury and
death. One of these factors may be the presence
of attention-deficit/hyperactivity disorder (ADHD),
which is now believed to be the most common
neurobehavioral disorder in children.3,11 The pur-
pose of this report is to describe the cases of two
children with a diagnosis of ADHD who suffered
severe, disabling lower extremity injuries and to
highlight the possible importance of this co-morbid-
ity and its treatment in the context of paediatric
trauma.
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A 12-year-old boy was struck in the right lower
extremity and left foot by a moving train. He had
attempted to jump onto the train but instead was
pulled under it suffering injuries to bilateral lower
extremities. He had previously been diagnosed with
ADHD for which he had been prescribed the drugs,
methylphenidate and sertraline. During the current
summer vacation, his medications had been inten-
tionally withheld since he was not in school. Upon
surgical evaluation in the emergency department,
his right foot was attached by only a skin bridge at
the level of the distal tibia and distal fibula. His left
great toe was avulsed with exposed bone at the
distal phalanx. The remainder of his evaluation was
unremarkable. Due to the degree of tissue loss and
associated crush injury, he initially underwent a
guillotine amputation of the right foot and left great
toe. Over the next 10 days, his wound was further
debrided and irrigated until final revision and per-
manent closure was performed 11 days after the
injury. He was discharged from the hospital in good
condition after appropriate physical therapy and
rehabilitation were instituted.Case 2
An 8-year-old boy was playing near train tracks and
attempted to jump onto a moving train. He
slipped, fell and was struck by the train in the
right lower extremity. He had previously been
diagnosed with ADHD and had been prescribed
methylphenidate. Since this event occurred during
the summer months, his parents were advised to
not continue this medication as he was not in
school at the time. Emergency department evalua-
tion by the trauma service revealed an isolated
right lower extremity traumatic amputation with
significant crush injury to the surrounding muscle
and soft tissue. The extremity was not re-implan-
table. Over the course of the next 13 days, he
underwent multiple soft tissue and bone debride-
ment procedures and the wound was finally closed
with a combination of skin flaps and split thickness
skin grafts. He was discharged 17 days after admis-
sion after full physical therapy and rehabilitation
referrals had been made.Discussion
The two cases described in this report occurred
during the same summer and are examples of the
consequences of risk-taking behaviour on the part oftwo children with ADHD. While safety measures such
as seatbelts, smoke detectors and bicycle helmets
may be having a favourable impact upon the inci-
dence and severity of paediatric trauma, children
with psychological or behavioural disorders consti-
tute a high-risk cohort that should not be ignored.
Both of the children reported were on summer
vacation and had been counselled to discontinue
their ADHD medications while out of school.
It has been shown in adult trauma patients that
psychiatric disorders are not only frequently asso-
ciated with unintentional injury, but that they are
also a risk factor for poorer outcome and recurrent
trauma.12 Zatzick12 showed that 29% of patients
admitted to their trauma service carried one or
more psychiatric diagnoses. When those patients
with alcohol abuse were excluded, the remaining
patients with psychiatric disorders required longer
hospital stays and these stays were associated with
higher costs.
There is debate in the literature regarding the
association between ADHD and traumatic injury.2,4
Children with ADHD are often impulsive as this
characteristic comprises one of the diagnostic cri-
teria of the disorder. Whether the impulsive nature
of children with ADHD comprises a risk factor for
trauma is not known, but likely places these children
in dangerous situations such as those of the two
children described. In their study of the National
Paediatric Trauma Registry, DiScala et al.4 showed
that traumatized children with ADHD were more
often boys that were injured as pedestrians or
bicyclists. Their study also showed that children
with ADHD were overall more severely injured when
compared to children with no ADHD.4 Another large
population-based study of Canadian children
showed that children with behavioural disorders
have greater odds of sustaining injury than children
without behavioural disorders.2
Since children with ADHDmay be at increased risk
for injury and even death, the following recommen-
dations may be made for emergency department
paediatricians, psychiatrists, primary care providers
as well as parents. First, clinicians should encourage
parents to be particularly watchful of their children
during the summer while the child is not in school.
Adequate parental supervision of children should be
particularly stressed as lack of adequate supervision
has been clearly linked to a significant percentage of
paediatric injuries.8 Bicycle helmets and assistance
to children in busy streets and neighbourhoods
should be actively recommended as all children
and especially those with ADHD appear to be in
danger while on bicycles and while crossing or play-
ing in streets.4 Second, health care providers should
look for symptoms of ADHD when evaluating any
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nificant number of primary care paediatric office
visits occur for evaluation and treatment of rela-
tively minor injuries such as lacerations, sprains and
contusions.7 Early recognition of symptoms of ADHD
in this setting may allow for referral of a potentially
injury prone child to a paediatric psychiatrist or
primary care paediatrician for treatment of ADHD
before a more serious or life-threatening injury
occurs. Third, when providing care to children with
ADHD, the clinician should attempt to educate the
parents about the risks of trauma and the impor-
tance of preventive measures such as seatbelts and
helmets. Finally, it would be our recommendation
that consideration be given to continuation of med-
ications prescribed for treatment of ADHD during
the summer months when children are involved in
outdoor activity and at increased risk for trauma.References
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